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trial heterogeneity and, accordingly, little difference in the pooled
result from random-effects modeling.
The results of our analysis suggest that the perioperative
survival advantage with EVR compared with OSR may be
limited to only the first postoperative year. One possible expla-
nation for the early convergence of all-cause mortality is that
patients surviving the stress of OSR may be somewhat less likely
to die in the first year than patients undergoing EVR because the
latter group is not subjected to OSR; that is, the perioperative
survival advantage resulting from EVR may largely be based on
postponing death among higher-risk patients from the periop-
erative period to the subsequent year.2 Another possible expla-
nation is the failure of EVR to prevent rupture of the AAA. In
the EVAR 1 trial, with 8-year follow-up,4 graft rupture occurred
in 25 (4.2%) of per-protocol 598 patients after EVR, with a high
mortality of 72.0%.
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Regarding “A closer look at meta-analyses of
observational data”
We read carefully the article by Jonker et al. entitled “Meta-
analysis of open versus endovascular repair for ruptured descending
thoracic aortic aneurysm”.1 Observational studies were retrieved in
themeta-analysis.When dealingwithmeta-analyses, in particular with
meta-analyses of nonrandomized data, some key points in the build-
ing up process of the analysis must be considered.
The first issue not investigated in this article is the quality of
studies included. Meta-analyses of observational studies face the
challenge of incorporating studies with various quality levels.
Including studies of various quality levels can mask or can have
a reverse effect.2 The “Newcastle-Ottawa Scale” for assessing
quality of nonrandomized studies in meta-analyses is quite
comprehensive and has been recommended by the CochraneNonrandomized Studies Methods Working Group.3 Further-
more, the authors did not include a table on the quality evalu-
ation of the studies retrieved in their work, as conventionally
recommended.
The second issue is the “publication bias.” Since published
studies are more likely to find their way into a meta-analysis, any
bias in the literature is likely to be reflected in the meta-analysis
as well, and in particular, in the case of meta-analysis of obser-
vational data.2,4 A simple graphic test such as the funnel plot
could have excluded this bias by showing in the graph a sym-
metrical distribution of the studies included.5 Unfortunately,
the investigation of this bias was not performed in this work.
These drawbacks make the accuracy of the pooled estimates of
the analysis questionable.
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Reply
We would like to thank Navarese et al for their interest and
reaction regarding our meta-analysis about the outcomes of open
and endovascular repair of ruptured descending thoracic aortic
aneurysms (rDTAA).We agree that meta-analyses of non-random-
ized studies have considerable limitations, which we have ad-
dressed in the limitations section at the end of the article. Cur-
rently, no randomized controlled trials or large prospective studies
have compared the outcomes of open and endovascular repair of
rDTAA, and the optimal approach for this emergency remains
unclear. Given the rarity of this condition, and its emergent nature,
it will be very difficult to ever realize a randomized study investi-
gating the outcomes of rDTAA after both treatments. In the
absence of level I evidence, we decided to perform a meta-analysis
of the available studies between 1995 and June 2009, in order to
provide more insights into this rare but lethal disease, by reporting
the overall results of open and endovascular repair of rDTAA in the
literature. Despite the described limitations of such a meta-analysis,
we believe that our methodology was adequate and that the article
provides a concise summary of the published outcomes, which
could, therefore, improve the current knowledge about the man-
agement and outcomes of rDTAA.
Although the suggestions of Navarese et al might have
improved the methodology of our meta-analysis, we doubt that
these would have changed the inclusion and exclusion of the
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September 2010820 Letters to the Editorarticles, and the pooled results of these reports, which suggested
improved short-term outcomes after endovascular repair of
rDTAA. Currently, we are performing a comparative study
regarding the outcomes of endovascular and open repair of
rDTAA at seven large referral centers in Europe and the United
States, to further investigate if endovascular repair of rDTAA
results in improved outcomes. In the absence of the results of
this multicenter study, or any other large comparative studies,
we believe that our meta-analysis provides more insights, and
perhaps better evidence than the small case series that are
available at this moment.
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Table. Study and patient characteristics
Study Reference
Randomized trials
Durazzoa J Vasc Surg 200;39:967-76
Schouten N Engl J Med 2009;361:980-9
Subtotal
Nonrandomized studies
Feringa 2006 Semin Cardiothorac Vasc Anesth 2
Feringa 2009 Arch Gerontol Geriatr 2009;48:11
Kennedy, asymptomatic Stroke 2005;36:2072-6
Kennedy, symptomatic Stroke 2005;36:2072-6
Le Manach, continued Anesth Analg 2007;104:1326-33
Le Manach, discontinued Anesth Analg 2007;104:1326-33
McGirt J Vasc Surg 2005;42:829-37
Poldermans Circulation 2003;107:1848-51
Schanzer J Vasc Surg 2008;47:774-81
van Gestel Am J Cardiol 2008;102:192-6
Subtotal
Total
CI, Confidence interval; MLR, multivariate logistic regression; NR, not rep
aThe study by Durazzo et al included 3 patients (3%) undergoing amputation andHence J.M. Verhagen, MD, PhD
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Erasmus University Medical Center
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Regarding “Preoperative statin therapy is associated
with improved outcomes and resource utilization in
patients undergoing aortic aneurysm repair”
McNally et al1 demonstrated, in their retrospective analysis of
401 patients undergoing elective abdominal aortic aneurysm re-
pair, that postoperative mortality rate was significantly decreased in
the open repair statin cohort compared with the nonstatin open
repair cohort and trended to be decreased in the endovascular
repair statin group. Previous meta-analyses,2,3 which combined
Patients
No. Age, y Male, %
100 67  10 79
497 66  11 75
10:25-31 511 64  11 75
1693 73  5 76
1252 Median, 71 (statin) 73 (control) 65
2031 Median, 70 (statin) 73 (control) 67
178 67  11 88
491 68  11 89
1566 72  10 63
480 Mean, 70 82
1404 69  12 64
3371 66  12 73
; OR, odds ratio; PS, propencity score.006;
6-20
orted
10 patients (10%) without surgery.
